The differential diagnosis of cellulitis includes haematoma. This can be the presentation of a bleeding disorder in adult life.
CASE HISTORY
A man of 38 with HIV infection reported painful swelling and redness in his left shoulder and upper arm for the past three days, without fever. There had been no trauma. Medications for HIV infection included stavudine, lamivudine and indinavir. On examination there was moderate erythema and swelling over the painful area; his temperature was normal.
Routine blood and urine tests were unremarkable. In a coagulation screen, performed as part of a 'sepsis panel', activated partial thromboplastin time (APTT) was mildly prolonged at 46 s (normal 23.3-32.6); prothrombin time was normal. Radiographs of the left shoulder and upper arm showed nothing of note. Blood was obtained for culture and he was started on intravenous ampicillin/sulbactam for presumed cellulitis. MRI of the left upper limb on day 2 revealed changes interpreted as oedema of the subcutaneous tissue, biceps and triceps ( Figure 1 ).
After five days of antibiotic therapy there was no appreciable improvement in the shoulder and arm. Blood cultures were negative. Repeat APTT was 51 s. Exploratory surgery for a possible abscess on day six revealed a 367 cm organizing haematoma of the left biceps which was evacuated. Microbial stains and cultures from the haematoma were negative. On further evaluation factor VIII proved to be 6U/dL (normal450), a screening test for APTT inhibitor was negative (50-50 mix with 1 h incubation) and lupus anticoagulant was not detected. Work-up for von Willebrand disease was negative. The haematologist elicited a history of large haematoma formation after inguinal herniorraphies at ages 16 and 35 and prolonged oozing after dental extraction at age 26, controlled without blood or blood product administration. In addition the patient reported that a maternal cousin had a bleeding disorder, undiagnosed. The patient was given 3000 units of monoclonal factor VIII concentrate and four additional doses of 1500 units at 12-hour intervals. There was no further bleeding. The erythema and swelling of the left shoulder and arm resolved promptly.
COMMENT
This case raises several important issues. First, differential diagnosis of cellulitis, immediately suspected because the patient was known to be immunocompromised, should have included venous thrombosis and haematoma and steps should have been taken to rule out these conditions 1 . Second, the history of recurrent abnormal bleeding was missed because detailed questions about abnormal bleeding after trauma or surgery were apparently not asked. Patients with mild bleeding disorders frequently do not volunteer and may even deny having had 'abnormal' bleeding, since abnormal is not easily defined and mild bleeding episodes may not trigger spontaneous recall. Furthermore, with mild and moderate bleeding disorders, excessive bleeding may not be serious enough to require transfusion of blood or blood components and may not occur with all injuries or surgical procedures. Third, the prolonged APTT found on routine, initial laboratory evaluation should have been properly evaluated, particularly in this afebrile patient without leukocytosis who did not respond to antibiotic therapy. Causes of selective (normal prothrombin time) APTT prolongation include artifacts due to inappropriate blood collection, processing and plasma storage, heparin, and deficiency of or inhibitor to coagulation factors VIII, IX, XI, XII, high-molecular-weight kininogen or kallikrein and lupus anticoagulants 2 . Lupus anticoagulants are commonly found in HIV infection but are generally not associated with abnormal bleeding; nor do they seem to be associated with venous or arterial thrombosis, as they are in individuals without HIV 3 . The incidence of haemophilia A is 1 per 5000-10 000 male live births. Mild haemophilia A (factor VIII45U/ dL5normal) may constitute up to 40% of haemophilia A cases 4 . It is not infrequently diagnosed late in life, as in this case, usually after abnormal bleeding with trauma or surgery 5 . In this case there was no history of trauma. The principal causes of acute scrotum are testicular torsion, epididymo-orchitis, trauma and tumour 1 . Torsion demands prompt surgical intervention.
CASE HISTORY
A man aged 41 with acute myocardial infarction underwent percutaneous transfemoral coronary angiography (PTCA) with stent insertion to the left anterior descending coronary artery. As specified by the protocol for this procedure he received the antiplatelet agent abciximab (9 mL intravenously) and then heparin. Twelve hours later he reported severe left testicular pain, which was not relieved by analgesics. There was no history of scrotal disease. On examination the left testis was hard, swollen, very tender and high-riding within the scrotum. The cremasteric reflex was absent. Testicular torsion was diagnosed and surgery was contemplated; but recurrence of chest pain, with partial heart-block, made him a poor risk for general anaesthesia. Therefore, a scrotal colour doppler ultrasound scan was performed. This indicated that both testes had a good blood supply, and a low echogenic mass consistent with an intratesticular haematoma was present in the left (Figure 1 ). The patient was therefore treated conservatively, with rest and analgesics, and the pain subsided over the next 48 hours. On 3 month ultrasound scan follow-up the haematoma had resolved.
COMMENT
Testicular torsion is primarily a clinical diagnosis: doppler ultrasound has not been shown to improve on it to an extent that warrants routine use 2 . Abciximab is an anticlotting agent now widely used in patients undergoing PTCA and stenting. Bleeding complications are especially likely when other anticoagulants are given concurrently 3 . Intratesticular haemorrhage does not seem to have been recorded previously in association with abciximab. When acute scrotum develops during management of myocardial infarction, intratesticular haemorrhage has to be considered. 
